-May 23 08 04:50p

Tow e ms e w e ne Ay ome o m A

o[ e = X X AL

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

.2

o) W

PRINTED: 05/14/2008
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1} PROVIDERISUPPLIER/GLIA <2y MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN QF CORRECTION | IDENTIFICATION NUMBER; . COMPLETED
A, BUILDING
09G074 B. WING 04/25/2008

MTs

NAME QF PROVIDER OR SUPPLIER ;

STREET ADDRESS, CITY, STATE, ZIF CODE
4012 LEE STREET, NE

WASHINGTCN, DC 20019

(X4) ID
PREFIX
TAG

(EACH DEFICIENCYMUST BE PRECEDED BY FULL

SUMMARY STATEMENT OF DEFICIENCIES
RECGULATORY OR UG IDENTIFYING INFORMATION)

lis)
PREFIX
TAG

PROVIDER'S PLAN QF CORRECTION %)
(EACH CORRECTIVE ACTION SHQULD BE COMPLETION
CROSS-REFERENCED TG THE APPROPRIATE DATE
DEFICIENCY)

W 000

W 124

INITIAL COMMEN{'S

This recertification Survey was conducted from
April 23 through Apyil 25, 2008. The survey was
initiated using the fifndamental syrvey process, A
random sample of §vo clients was selected fram
g residential population of three males with
various degrees of flisabilities.

observations at thelresidense and day prograrn,
staff interviews at bpth the group home and day
programs, review df clinicat and administrative
records to include the facility's unusual incident
reports and policias]
483.420(a)(2) PROJECTION OF CLIENTS
RIGHTS :

The findings of this. lEur\ley were based on

The facility must
Therefore the facility

parent (if the client {&

ure the rights of all clients.
must inform each client,

a minor), or legal guardian,
of the client's medigal condition, developmental
and behaviaral stallis, attendant risks of
treatment, and of ¢

E right to refuse treatment.

This STANDARD i not met as evidenced by:
Based on intervie % and record review, the
facility failed to ensijre that each client, parent, or
tegally authorized party is informed of the client's
medical conditfonsl'; evelopmental and behavioral
status, attendant risf s of treatment, and of the
right to refuse treatment for one of two clients in
the sample./ (Clienti#1)

The finding include 3

The facility failed to)

) | tojensure Client #1 was )
informed of the risk$ and benefits of sedative

W 000

W 124

w124

MTS hes developed standard consent forms specific to

the issue of conscnt for sedation sitvarions and for
psychotropic drug regimenss a5 well as one for medical
procedures where: informed consent js required, The
QMRPs and nursing have been trained on their use
and are using them for all such sifuations at this tirne.
Al future scdatien sivaations will be implemented
only after informzd consent has been obtained from
the guardian of Clicnt #1 and the goardian of primary
decision-making support person for cach person
supported who czanot provide informed consent
themselves. . 5-33-08.

LARORATORY DIRECTOR'S OR PROVIOER/SUPPLIER REPRESENTATIVE'S SIGNATURE

L

s 1

Any dediciency statement anding with
other safnguards provide sufficient pro
fallowing the date of survey whether o
days following the date thasa docymeiiis
program participation,

TITLE (X8) DAYE

e T By s 5Tazloy

inet a plan of carrection Is provided. Fo

1 asterisk (") denotes a deficiency which the Institution may be excused from correcting providing 1t is determined that
fection to the patients. (Sae instructions.)

Except for nursing homas, tha findings stated above are disclosabla 90 days

r nursing homas, the abaye findings and plans of comection are disclasable 14
are made gvailable to the facillly. If deficiencies are cited, an approved plan of carraction is requisite to continued
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W 124 Continued From page
medication prior to

1 W 124
4dministeting it

Review of the medication administration records
revealed that Client #1 received ativan 2 mg on
December 4, 2007, prior to a audiology
appointment. The récord however, failed to have
evidence that the clignt's guardian was made
aware and gave corigent for Client#1 to receive
the medication priorga its administration. In an
interview with the QU
Professional (QMRHA) on April 25, 2008, at 10;00
AM she acknowledgid that the Human rights
committee was infofined of the racornmendation
but the guardian wag not made aware 1o give
informed consent.

W 126 | 483.420(2)(4) PRO
RIGHTS-

ECTION OF CLIENTS W 128

The facllity must en 3
Therefore, the facili Y must allow indiVidual clients
to manage their finapcial affairs and teach them Wiz6

to do so to the extenf of their capabilities,

Clicat #2 had his money management objective added
| . to his program irplementation plan in May.., 5-20-8.
This STANDARD isjnot met as evidenced by - gl:? f? R:.:: . "::goped'mc The o it
Based on observatia, staff Interview and record that al] objective: topted by s il nsure
verification, the facilify failed to demonstrate that  uppented s e, o Sl

individual suppq p \
clients were granted fheir rights fo manage their frame pxcscrigpedl;::] ﬁﬁf&"’&ﬁiﬂ‘ u";f .
financial affairs and/gr faught 1o do so to the ' compliance in her monthly meetings with c;'d\:n audit
extent of their capablities for one of twa dlients in QMRP...5-30-08,
the sample. (Client #2) - e

The finding includes:|

Interview with the Quilified Mental Retardation
Professional an April 23, 2007 at approximately
3:30 PM, revealed thgt Client #2 was admitted on
February 4, 2008. THe QMRP further indicated
that the client had anfIndividual Support Plan
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Continued From p3

meeting on Febru 2!

ge 2
27, 2008,

hterview with the day program
108 at approximately 10:30 AM
f#2 participated in folding
Bilingual teacher at the client's

ed that after the client inftial
30 day meeting, tha client could potentially eam a
stipend based on s wark production.

revealed that Clie
pizza boxes. The

Review of the Cllent #2's clinical record revealed
a Comprehensive uncticnal Assessment dated
February 2007. th Ei assessment revealed that the
client could not idegtify coins or make coin
combinations. Revjew of the cllent's Individual
Program Plan (IPP} dated February 27, 2008 -
revealed no evidente that the facihity had
developed a prog l objective based on the
money manageme ;I needs identified i the
client's comprehen_jive functional assessment
483.420(b){1)(i) CLJENT FINANCES

The facility must establish and maintain a system
that assures a full gnd complete accounting of

clients' personal fufids entrusted to the facility on
behalf of clients. ||

This STANDARD |k

not met as evidencad by:
Based on staff inte

i iew and record review, the
facility falled to mal tain a system that assures a
full and complete agcounting of clients' personal
funds entrusted to the facility on behalf of two of

f sample. (Clients #1 and #2)

In an attempt to reiew the financial records for

Clients #1 and #2 an April 24, 2008 there were no

W 126

W 140

Wi40

Tbe client financial records mientioned are kept at the
main officc and have been faxed (o HRA. The QMRP
will insure in the fisture that the records are producext
during the survey process as per normael practice and
the Executive Dircctor has spoken to the scLounting
staff member resgpoasible for the maintenance and
updating of these records about insuring the same.
Such records will in the future be sent to the home on
day one of any Survey to insure they can be reviewed

by the surveyor...5-30-08.
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W 140 | Continued From page 3 W 140
bank statements aViilable. Interyiew with the
Qualified Mental Retardation Professional
(QMRP) on April 2532003 indicated that the bank
statemenis were Io fAted in the main office and
wollld be brought to,he facility for review. By the
end of the survey, t Ie bank statement were not
made available for réview. It should be noted that
the QMRP indicated|that only Cilent #1 received a
monthly Social Sec ity Income (SSI1). There was
no other means avallable for Surveyors to assess
the expenditures ang management of client's
funds. g
W 153 | 483.420(d)(2) STAFF TREATMENT OF W 163
CLIENTS i
The facility must an -f' re that all allegations of W1s3
rn_istfeatment, neglegt or abuse, as well as
injuries of unknown o urce, are reported MTS" management tenm which includes the President,
immediately to the agministrator or to other Executive Director, QA/Special Projects Carporate
Dfﬁda!s In accordan G with State law through Consultant, IMC/Corporate Consuliznt and Director of
established procedures. . Nursing discussed this issue at length in the May 21%
monthly team meeting and using this survey as
| cvidence of the issue, Improvernent in terms of timely
This STANDARD is:hot met as evidenced by: wotlfications hus been noted overall but some
Sased on v, foview of untsua ncidris, Bt otined by e AC To nere
| @nd review of medic4] recards, the faciltty falled to ot 5o thet s e ioely notifi timely notifications
ensure that all unusuj | incidents including injuries of other relevant parties including HRA, MTS"
of unknown origin wefe reported immed iately ta incident management procedure will he modified. The
the administrator and| ather officials according to QMRP of Lee and each home will be made
district law (22 DCMR, Chapter 35, Section sesponsible for insuring that the IMC is notified
3519.10) for three of fhe three clients in the immediaicly when incidents oceur as oppased o
sample. (Clients #1. %2, and #3) delegating this responsibility to line staff as in the
‘ " past. The RN will be responsible for notifving the PCP
: N when issues involve physical health, Modifications in -
The findings include: | the existing guidelines, notification and training of the
: n , t staif and implementation of the new process
1. Review of the ingi dant raparts on April 23, ﬁﬁtnmmplzum byl.‘"& 10-08.
2008, at4:30 PM revgaled an incident that e :
occurred on July 19, 2007 that documented
Clients #1 and #3 wege on a cammunity outing
FORM CMS-ZSE?(UZ-BB) Previous Versiana Oﬂolefe : Event ID: TMEY 11
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where a by-stander feportad that staff was

abserved hitting the;
on their clothing. Th
the administration of
incident was not repj
August 4, 2007, 18

lients in the head and pulling

incident was reported to
July 20, 2007: however, the
rted to the state agency until
fay later,

adent reports on April 23,
2008, at 4:30 PM reyealed an incident that
occurred on March 12, 2008 that documented
istovered missing from the
Hwas not reported to the state
, 2008, three day |ater.

jlity’s incident reports on Apri
irmately 4; vealed that R . .
ryaiely 4.00 PM reveale The RN imr question for iswuc #3 has been re rajned by
ent #1 was taken to the the Dircetorof Health to insure that she understands

& 0 an enlarged scrotum. He

T ; that she must continue to use options 10 contact the
received a sonograny af the ER and was PCP uotil reached when medical concems must be
diagnosed with epidig

dymitis. The cllent was Communicated. The nurse in question admils not gaing
treated and dischargid. On July 19, 2007 the beyond the initial phone eal) to the PCP when she
client was evaluatediy his primary care physician found the message box to be full, Other methods for
(PCP) noted the following: “contusion testicles teaching the PCP have bstn communicated and
and penls, supra-pulic, what caused the trauma? fieseminated altbough this is an isolated Incidont and
Why was | not notifiel

1?7 where is ER sheet?™ The not an ongoing problem...5-30-08.

PCP ordered that thg client see the Urologist.

fe Qualified Mental

brial on April 25, 2008 at
approximately 9:30 AM, she indicated that
although the nurse ingicated that she notified the
physician, it was detdrmined that the PCP's

answering service was full and she could nat
leave a message. ’

e that the contusion to the
portad to the state agency
as required by their policies
ia regulations.

There was no eviden
clients scrotum was e
and the admi‘nistratoj
and District of Colyum|
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W 154

W 159

483.420(d)(3) STARF TREATMENT OF
S

CLIENT: 1
The faciiity must hale evidence that all alleged
violations are thoroug hly investigated.,

This STANDARD igjnot met as evidenced by:

Based on interview 3nd record review, the facility
failed to ensure thatjgll allegations of abuse and
injuries of unknown | rigin were thoroughly
investigated, for ong|of the threa clinnts (Ctient
#1) that resided in the facility.

ityls incident reports on April
23, 2008 at approxi ;tely 4:00 PM revealed that
on July 13, 2007 Clight #1 was taken to the
emergency room dug to an enlarged scrotum. He
received a sonogra l at the ER and was
diagnosed with epidiymiﬁs. The client was

kd. On July 19, 2007 the

by his primary care physician
(PCP) noted the foll Wing; “contusion testicles
and penis, sy pra-pu ii » what caused the trauma?
Why was | not notifiefl? where s ER sheat? The
PCP ordered that theclient see the Urologist.

In an interview with t
Retardation Professignal on April 25, 2008 at
approximately 9:30 Af

W, she indicated that
although the nuree inflicated that she notified the

physician, it was detefmined that the PCP's
answering service wah full and she could not
leave a messdge.,

Qualified Mental

There was no evidenge that the contusion fo the
clients serotum was | Ivestigated.

D MENTAL

W 154

W 159
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Based on observation,

review, the facility faile

i(€)(3). of this section,

prehensive assessment

t met as evidenced by:
staff interview and record
to ensure that an

See also W159 above.

program objective that is now being run...5.20-08,
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W 158 | Contfinued Fromn pag: 6 W 159
" | RETARDATION PR l‘ FESSIONAL
@I
Each client's active trkatment program must be
integrated, mordinat and monitared by a
qualified mental retarfation professional.
This STANDARD s Hot met as avidenced by:
Based on observation interviews with the
Qualified Mental Retdrdation Professional
(QMRP) and record view. the QVIRP failed to
ensure integration, @l-- rdination and monitoring of
client's active treatment regimen, w159 _
The findings include: ;1,;11«: Ehxuwti\fc Director hes reinforced with the QMRP
- _ At she must review progiess on all abjectives
Review of Client #1's fecord an April 25, 2008 at :z"m"y a",. °F;‘°c‘!‘. by u;;;m’r for cach person
approximatekly 9:15 AM revealed that the client ppocied including sel wedication objectives nun by
X P " nursing. The QMRP began revicwing the scl
had a self medicationprogram to “Get his water medication objective... 5.20-08
to take medication with 80% verbal assistance Although this is not a concern clsewhere. the
from staff.” Review o‘the QMRP notes on April Executive Divector reminded all QMRPs of this
25, 2008 at 9;30 AM ? iled to have evidence that fequirement in her May mesting with the M agement
the program was beingl monitored. In an team...5-20-08. . _
interview with the QMRP on the same day at ?;:;:m;g;:i*‘:"“t’“ Qlfe:‘“ Wﬂlm aludit rogram
approximately 10:45 AM. she acknowledged that p review In Rer monthly m clings
she had not been mofjitoring the elients progross oo IMR. QMR duties checkists reflect ths
in the aforementioned|program .
W 227 | 483.440(c)(4) INDIVI AL PROGRAM PLAN W 227 waz7y
The individual program plan states the specific The self medicarion process that was being dope
objectives necessary th meet the client's needs, informally for Client #2 has been made a forfa]
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water and the nurse :i anded the client the cup of

verbal prompts. Intef
that the client did nof]

medication program.-
Mental Retardatjon H
Registered Nurse ind|
objective had not bee}

Review of the Individy
dated February 27, 2¢
goal or objective for th

483.440(c)(B)(ii) IND|

The individual progra 1
those clients who lack
skills essential for pri icy and independence
(including, but not limi
persanal hygiene, der
bathing, dressing, grog
of basic needs), until i
that the client is deveiq

ey
abjective was develaped to address self
medication training s'e| ogram need as identified by
the interdisciplinary feam (IDT) in the

dssment for one of the two
(Client #2)

On April 24, 2008 atff:21 PM, Client #> was
observed being adm‘ istered his medications.
The Licensed Practi gal Nurse (LPN) prepared the
client's medications, fhe cilent poured a cup of

medication and he cqnsumed the medication with
Jview with the LPN indicated
have a self medication
program. Review of the self medication
assessment dated F bruary 26, 2008 on April 25,
Ycated that the client would
ad version of a self
Interview with the Qualified
ofessional (QVIRP) and
[cated that the program
developed.

n self medication. _
IDUAL PROGRAM PLAN '

It plan must include, for
jthem, training in personal
ted to, toilet training,

_fal hygiene, self-feeding,
@ming, and communication
sl has been demonstrated
apmentally incapable of
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) Client #2 is newly admitted to the program (March
2008). A tooth brushing objective was added to his
formal program Flan in May, .5-20-08.
In addition nursi; ig will insure that staffjg traiped ta
support Client #2 on a daily, routine basis whdn he
brushes including: providing touch up and/or dlr:ct
brushing support if needed 10 insure his tecth
thoroughly brush=d...6-10.08, L
Foeility 1D; a5Qo74 If continuation sheet Page Bof14
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W 242
acquiring them.

This STANDARD is n
Based on observatior
review, the facility failg
Individual-program :
Personal skills in botH

—
b

During the antrance
Mental Retardation p

February 4, 2008.

quadrants, Accordin

program.
W 2449

Continued From page 8

]
bd 10 ensure that clients’
pighs (IPP) included training in

for one of the two cliefits in the sample. (Client
#2). ' 5

!
The finding includes: |

gnference with the Qualified
pfessional (QMRP) on April

23, 2008 at approximglely 3:30 FM revealed that

Client #2 was admitted

On April 23, 2008, Clig
brown stains on his ted
medical record reveale
dated March 18, 2008,

maderate and heavy cg
g o the comprehensive
functional assessment]
indicated that the client
thoroughly brush his fe
IPP dated February 27,
3:00 PM failed to identif

463.440(d)(1) PROGRA
As soon as the Interdisg
formulated a client's jnd
ezch client must feceive

ides in sufficient number
and frequency to suppaj

ot met as evidenced by:
staff interview and record

ormal and informal setting

] into the facility on

t#2 was observed with

. Review of the client's
i & dental consultation
The findings include
lculus deposit on all testh

IMPLEMENTATION

Hplinary team has
idual program plan,
® 3 continuous active
#isting of needed

the achievement of the

W 242

W 249

and his card will “ye obtained by...6-1.08.

W249

The library objec:ive for Clieat #2 will be
implemented by...6-15-08.

Client #2 is & nev+ admittance who came without ail

proper identificat on and as such, eould nat oba|
library card, The ssus hias been addressed at this

na
point
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objectives identified in the individual program

Continued From F;Ege 9
plan. :

This STANDARD (is not met as evidenced by:
Based on interviey and record review, the facility
failed to ensure thgt as soon as the
interdisciplinary te‘m formulated cllent's individual
program plar, eac client received continuous
active treatment sgrvices, in sufficient humber
and frequency to
objectives identifi

Plan (IPP), for one

The facllity failed tg) implement Client #2's IPF as

evidenced below: |

Interview with the Rualified Mental Retardation
Professional (QMRP) and record review on April
23, 2008 revealedithat Client #2 was admitted to
the facility on Febriiary 4, 2008. Further inferview
revealed that the cfient had an Individual
Habilitation Plan (l_ P} meeting dated February
27, 2008. The interview with the QMRP revealed
that the client's Individual Program Plan (IPP) to
visit the library anq select reading material had .
not been impleme_ ed. The surveyor askedd the
QMRP abaut the ithplementation of Client #2's
program. The QMRP's response was that the
program wauld be fmplemented soon,

At the time of the 'I rvey the facility failed to
ensure the program to achieve the client's
objective to visit th library had not been
implemented.

W 248
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W 263 483.440(r(3)i)

PROI
CHANGE |

The committee should
are conductedq only wit
congent of the client, ?I

minor) or legal Quardi

the written
rents (if the

This STANDARD s nd
Based gn interview an d
faﬂed to ensure that eggh

Infervention technique, i cluding the

¢ (Client #1)

During the entrance conj
the Qualified Mental Retdir
(QMRP) indicated that Cllent #1 hag
appeinted guardian to asg
Making. Review of the ¢
that he received Ativan |
audiology appointment, - ]
evidence that the guardia)
need for the sedation prig
In an interview with the QMRpP
at 10:00 AM she acknowle

had not given consent. if
4B3.460(c) NURSING SER

The facility must provide o

W 331 VICES
services in accordance Wl-

This STANDARD Is not ,

1Bt as evidenced by:

3RAM MONITORING &

insure that these programs

informed
cliantis g

met as evidenced by:
record review, the facility
client's behaviar

use of

| client, parents (if the
4l guardian for

one of the

fessional
d court

SFist him in decision
ents record revealed

on April 25, 2008,
tdged that the guardian

W 263

W 331

w263

See responses for W124 above...5-30-08,
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W 331 Continued From pags 11 W 331
Based an observation interview and recopg
review, the facility's nyrses failed to inform the
primary care physicia timely regarding changeg
in client conditions, obtain physisian's orders
for medication prior i administering it for ane of w331

the twa clients in the Jample. (Client #1)

treated and dise

client was evaluated pyj

(PCP) noted the follg #ing: “contusion testicles

iciwhat caused the trauma?
Iwhera is ER sheet? The
[ent see the Urologist.

In an interview with the !
Retardation Professiong

2. During evening ohser
at approximately 5:45 p f
observed wearing adult p
Undergarments. Accordi|

April 4, 2008, the client

§n due to 3 positive urine
h 20, 2008. Review of
APl 25, 2008 at g:40
AM failed to have evidenge that the PCP ordered

I Sce Tespionses for W53
There was g telephone ordee thet the RN
failed . transcribe onyy the physician®
orders i1 g timely manner. The Dir, for of
Nursing has met with the RN and refnforced

the inipsrtance of doing so mmedigtely,, 5.
20.08. '

The order is now Tanscribed... 52203,
Physician's orders. wil] pe audited monthly (o ;
that they accurately reflect g tmedications, 1y

and the proper dies prescribed for each person
Supported at Lee, 5-30-08

Further, the DON wift audié compliance in her
monthly meeting with cach RN...6-1-08,

Ww33j

mWissing ER report including follo
bospital if necessary.., 5-30-08,
See also, (he respcnses for W1s3

Evant ID: TWMEY11

Fecllity ©: caGors If contlauation sheet Page 12 of 14
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Continued From page 12

the medication. fi- information was brought ta
the attention of the;acx'lity's nurse during the exit
conference, there [PS no evidence of 3 written or
telephone order in he record, -

. I
3. Review of the [nal
2008, at 4:30 PM res

ftained a "small" abrasion to
his right arm. The i ident further indieated that
first aide was providiq, Review of the nursing
notes on April 24, 2008 at 2:30 PM refiected a
nole dated June 1, 4?|l 07 that docurnented the
client was taken to ¢ ie emergency room (ER) on
the previous day sech ndary to falling while trying
to get out of hjs whellchair. The nurse -
documented that thq lient had a laceration ta his
right elbew. On Jun :5‘ 2, 2007, the nurse
documented that theelient retumeq from the ER

without sutures but wias informed by the staff

accompanying the clj nt that he raceived z

D
PREFIX
TAG

_ PROVIDER'S FLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD RE
CROSS-REFERENCED TO THE APPRORRIATE

DEFICIENGY)

(X5)-
COMPLETION
RATE

tetanus injection. In

Mental Retardation Hrofessionaland Registerad
Nurse on April 25, 20p8 at approximately 10:15

AM revealed neither @ MRP or RN couid locate

the ER discharge recird. It should be noted that

the clients ER visit WEE not reported to the state

Y their policy and the District

Iofs. The medical records
he client's primary care

of the ER visit

ADMINISTRATION

disciplinary team
§ministration of medications
i.ve. and if the physician

w37y

wise,

W 331

W37y

See responscs for W59 and W27
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self-administration

assessments.

During the medicati

¥

nurse revealed that

medication pragram

ignot met as evidenced by;
Based on chservatig

review, the facility f: 3
system to provide a |

two clients included ]
The finding includes.'

The facility failed tez
participate in a self
recommended in hig

recelving Atarax 25 n
administered by the

a self-administration §
throughout the surve
capable of feeding hil
following directives by

, staff interview and record
lled to establish an effective
fraining program for
medication for ona of the
the sample. (Client #2)

O

rh Cilent #2 to administer or
edication program as
elf medication

j| administration on April 24,
lignt #2 was observed
10, prepared and

rse, Interview with the
@ client was not involved in
rogram. Observalions
revealed the the client was
f1self without assistance and

§ siaff.

k however, there was no
had implemented a seif
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PREFIX y
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PREFIX

o] ) PROVIDER'S PLAN OF CORRECTION (X5)
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DEFICIENCY)

COMPLETE

1000 INITIAL COMMENTE

This re-licensure sun
April 23 through Apri
initiated using the fu
random sample of

from a residential po}
various degrees of,d_ abilities.
staff interviews at bo;
program, review of cif
records to include thd
incident reports and

afe i| icies.

1022 3501.5 ENVIRONM
SPACE

shades or blinds, whidj
good repair. |

This Statute is not me
Based an obsewaﬁoruj
Mentally Retarded Pe, :
ensure that the blinds:
goaod repair.

The finding includes:

On April 25, 2008, beg
environmental walk-thg
exterior of the GHMR H

There were braken IOL!
window in Client #1 ang

1090 3504.1 HOUSEKEEPI

e

Y2y was conducted from
25, 2008. The survey was
jdamental survey process. A
¥ residents was selected
bulation of three males with

IvYey were based on
gsidence and day program,
the group home and day
ical and administrative

i group home's unusua|

NTAL REQ/ USE OF

Each window shall be{supplied with curtains,
are kept clean, and in

as evidenced by

the Group Home for
50N (GHMRP) failed fo
In the windows were in

nning at 9:19 AM, an
ough of the interior and
| revealed the following:

ers in the bilinds at the
#2's bedrooms.

The interior and exteri of each GHMRP ¢hall be

| 000

1022

3501.5

1090

blinds wil] e replaced by...6-1-08,

Jealth Ragulation Administration

ABORATORY DIRECTOR'S OR PROVIDER/
STATE FORM i
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PPLIER REPRESENTATIVE'S SIGNATURE
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Aaan TMEY11
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N
maintained in a ;'
and sanitary man I
accumulations of ¢
ndors.

This Statute is nof
Based on chservat
ensure the interior|:
was maintained infa

accumulations of
odors, '

1. The floor in the:
and dirty. i

was off track,

8. There was dust,
bedroom "

7. The window sill |
residue on it

8. The full bathroog
build-up on the cau

9, The vent screen
grease build-up on

The findings Includg:

e, clean, orderly, attractive,
er and be free of
irt, rubbish, and objectionable

met as evidenced by:
on, the GHMRP failed to
nd exterior of the GHMRP

safe, clean, orderly,

aftractive, and sanftary manner and be free of
rt, rubbish, and objectionable

talf—b'athroom was cracked

2. The vent in the half bathroom was rusted.

nd the tub was black,

3floer boards throughout the

3. The top dressenjdrawer in Client #2's room

the windowsill in Client #2's

the kitchen had a sticky -

0 had a black substance
ing (possibly mold),

n the oven hood had =.

3504.1

The list of vepair issues cited under 350411 has been
shared with the MTS maintenance contractor who wi)
complete repairs for thase issues relevant to his
service by._.6-10-08.
The QMRP has reviewed the home staff refevant
issues with thie facility manager to insure that routine,
daily upkeep and cleaning concemns are addressed in o
Gwmely manner (for example, apprapriate kitchen clean
up, routine dusting, routine bathroom clean up). The
facility manager will use the MT'S envirohnicnzal
checklist to audit for al] repair and upkccﬁ concems on
aroutine, monthly basis and will report all repair
issves 1o anagement and instruct direct dare staffon
responsibilities that accrue ta them, -.6-1-03,

Fusther, the QMRP will insure that the daily activities
schedules of each person supparted reflects rotating
chores implemented with staff suppo;t...6-15-08,
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" 1094

1165

3504.5 HOUSEKEEPING

Adequate and ap . opriate storage shall be
pravided for each’

Tood item in accordance with §
3502.17, each piege of cleaning equipment, and
each supply, utensjl, linen, or other household
tem. :

This Statute Is nofmet as evidenced by:

Based on observaflon, the facility failed to ensure

adequate storage Was provided for food items,

The finding includ:

During the inspectipn of the kitchen on April 25,
2008 at approxim lely 9:18 AM, a bottie of lemon
Juice was nbserve in the cabinet located over
the stove. Furtherjnspection of the botile

been opened (no date ) and

revealed that it had

instructions on thepottle indicated the contents
should be refrigerafed after opening. The

obsarvation was b
house manager,

pught to the attention of the

3507.4(c) POLICIES AND PROCEDURES

The manual shall igcorporate policies and
procedures for at | g

gast the fallowing:

(¢) Health and safay, which covers fira safety
and evacuation, infgction control, medication, and

procedures for emgrgency and the death of a
resident; :

This Statute is notjmet as evidenced by:
Based on interviewfand record review, the
GHMRP fajled to elrsure a policy on

health and safety td include trauma and death,

1024

} 165

35045

The RN will train the Televant staff members an
proper storage of various fsods gnd drinks...6-10-08,

35074 (c)

Altached are copies of MTS® policics addressing a
client death and our End of Life policy...5-26-08,

Health Regulafian Administation
- STATE FORM

TMEY11

If continuaton shast @ of 16




Maw 23 08 04:58p

p.13

L SR VY4

PRINTELD: 05/14/2008
FORM AP F‘IRDVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

%1) PROVIDER/SUPPLIERICIIA

IDENTIFICATION NUMBER:

(X2} MULTIPLE CONSTRUCTION
A BUILOING

(X3) DATE SURVEY
COMPLETED

B. WING
086074 -

04/25/2008

MTS

"NAME OF PROVIDER OR SUFPLIER

4012 LEE STREET, NE

STREEY ADDRESS, CITY, STATE, ZIP CODE

WASHINGTON, bC 20019

(Xd) 1D
PREFIX
TAG

SUMMARY STATE]
(EACH DEFICIENCY M|
REGULATORY OR L5Q)

ENT OF DERICIENCIES : D
ST BE PRECEDED BY FULL PREFIX
PENTIFYING INFORMATION) TAG

PROVIDER'S PLAN OF CORREGTION
(EACH CORRECTIVE ACTION SHOULD 8B
CROSS-REFERENCED TO THE AFFROPRIATE
DEFICIENCY)

(X5)
COMPLETE
DATE

1165

t 184

1185

Continued From pagd

The finding Includes: |

Interview and review ¢
and procedures man

include death of a reg
survey.

Each GHMRP shall b
that shows the followii

(a) All major compond
agency or the rales of]
licensee is not an age|
This Statute is not mg
Based on review of the

manual and request o
GHMRF failed to prov|

The finding includes: |

enirance conference

Each GHMRP shall ha

componeants;

33 1165

4f the GHMRP's policies
dal on April 24, 2008
revealed the GHMRP|failed to have a policy to

ident at the time of the
3508.5(2) ADMINIST

dve an organization chart

{nts of the administering
fiey:

8t as evidenced by:

& policy and procedures

flmanagement staff, the

Ide an organizatienal chart
depicling titles and reg

An organizational chan

AM. This surveyor wag
the organizational chait .

that shows the follawiri:

() The personne] in ck

TIVE SUPPORT 1184

ndividuals wheh the

was requested at the

April 24, 2008 at 9:00
not provided a copy of

1185

3508.5(a)

A copy of the MTS organizational cherls has been
faxed to HRA...5-15-08.

The organizational chart is in the home policy manual.
The executive Director reinforced this with the QMRP
in their most recent management meeting. .. 5-22-08.

Health Regulalion Asministration
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Each GHMRP shal
that shows: the fallg

| 188"

of the program components.

nization chart that listed the

1186
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| review.

I
Habilitation Plan inc[;ding contracts, vendar
agreements, receip! 4

g, and paid bills shall be
available for review B
personriel.

This Statute is not n
Based on Interview 4
GHMRP failed to engure that contract for outside
services are on file

fr the regulatory agency's

Interview with the QMRP and a review of the
available outside contract en April 24, 2008 failed

to show evidence of b ny contractual agreement
for the day programs in which Resident #2 attend.

program to estublish an agree
compieted py...6-1-08,

|
Client #2 is 2 new admittance.

FORM APPROVED
STATEMENT OF DEFICIENCIES '. P UCTION (3) DATE SURVEY
AND PLAN OF CORRECTION 1 DT CATION o 042) MULTIPLE CONSTR COMPLETED
A BUILDING
036074 - 3. WING 04/25/2008
NAME OF PRQVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2I8 CODE
' 4012 LEE STREET, NE
MTS WASHINGTON, DG 20018 ,
%4) D SUMMARY STATi ENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION )
piArd (EAGH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE CoNELETE
TAG REGULATORY OR LSQ{|DENTIFYING INFORMATION) TAG CROSS-REFEREEEE'% 111-5?4 g‘%E APEROPRIATE
1187| Continued From pag; 5 1187
(d) The lines of authgrity.
This Statute is not et as evidenced by:
Based on review of e policy and procedures
manual and requastinade of management staff,
the GHMRP failed tojprovide an organizational
chart depicting the liffes of authority.
The finding includes:}
An organizational chiirt was requested at the
entrance conferenceion April 24, 2008 at 9:00
AM. This surveyor Was not provided a copy or -
the organizational chart throughiout the survey to
determine the lines gf autharity,
1 188( 3508.6 ADMINISTR 'TIVE SUPPORT 1168
Documentation that :ervices have been provided
as required by each fesident ' s Individual 3508.6

Follow up with his day
ment with MTS will be
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Each employee, prio

duties.

Based on interviews
facility failed ta achie

Heaith Regulation Administation

‘annually thereafter, s

certification that a hea th inventory has been
performed and that the
would allow him or hef

This Statute is not md

. regulations pertaining |
Chapter 35, Section 35§

The finding includes: |

rfo employment and
|

el provide a physician's

employee ' s health status

fita perform the required

it as evidenced by:
ahd record review, the

i compliance with State
health (22 DCMR
9.8).

FORM APPROVED
STATEMENT OF DEFICIENCIES ¥1) PROVIDER/SUPPLIER/CLIA CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION 1 e eATo e 0@ MULTIPLE COMPLETED
A BUILDING
09G074 5. WING 04/25/2008
NAME OF PROVIDER OR SUPRLIER STREET ADDRESS, CITY, STATE. ZIP CODE
M 4012 LEE STREET, NE
$ : WASHINGTON, DC 20019
puy I SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORREGTION )
PREFIX (EACH DEFICIENCY NLIST BE PRECEDED BY FULL PREFIX {(EACH CORRECTIVE AGTION SHOULD BE cogaP_lr.gIE
TAG REGULATORY OR LSGIDENTIFYING INFORMATI(ON) TAG CROSS-REFERENCED TQ THE APPROFRIATE A
; DEFICIENCY)Y
1203 Continued Fram pég:é 6 1203
1203 3509.3 PERSON NEI.f. POLICIES 1203
Each supervisor shall discuss the cantents of joh
descriptions with eac %‘i employee at the beginning
employment and at lgast annually thereafter.
This Statute is not | as evidenced by:
Based on record revigw, the GHMRP falled to 35003
provide evidence tha | @ supervisor discussed ]
the contents of job d gscriptions with each It’t’:c}:ggﬂ?-zz‘ggwdfsigmdjob descriptions are
employee at the begifning of their employment MTS has establishe .
) : established tracking formats fi r all
and anhually thereaftr. Tile concems and a notification process gu: stff??: el
.. i nsure prodctive follow up, .. 6-10-08.
The finding includes: } » , e
Review of the person al files on April 24, 2008
failed to provide evidgnce that two d irect care
staff (Staff #3, #5 and[#6) job descriptions had
been reviewed. 1
1206/ 35096 PERSONNEL [POLICIES I 206
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FORM APRROVED

STATEMENT -OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

09G074

{X2) MULTIPLE CONSTRUGTION
A BUILDING

{¢3) DATE SURVEY
COMPLETED

B, WING

04/25/2008

MTS

NAME OF BROVIDER OR SUPPLIER

| STREET ADORESS, CITY, STATE, ZIP CODE

4012 LEE STREET, NE
WASHINGTON, DG 20019

X4) 10
PREFiIX
TAG

MENT OF DEFICIENCIES
(EACH DEFICIENCY|MUST BE PREGEDED BY FULL
REGULATCRY OR LEC IDENTIFYING INFORMATION)

DEF

[{a] FROVIDER'S PLAN OF CORRECTIGN x8)
PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMP#ETE .
TAG CROSE-REFERENCED TQ THE APFF:QOPRIATE DATE

ICIENCY) |

| 206

1 227

1378

E agency conducted a review
& on April 24, 2008, at which
idence that four direct care
o and #6), psycholagist,
peech pathologist had a

3510.5(d) STAFF TRA
Each training pngr shall include, but not be
limited to, the follo i q:

(c) Infection control i| or staff and residents;
This Statute Is not fn

i et as evidenced by:
Based on record re flew, the GHMRP fziled to
have on file for revi q

current training in First Aid
for employees.

The findings includ ,

On April 24, 2008, réview of personnel
records/training recgrds revealed that one of the
11 direct care staff lad current First Aid
certificiates and fouif|of the 11 direct care staff
had current CPR caj ’

3519.10 EMERGEN[IES

\‘

In addition to the red

orting requirernent in 35195
each GHMRP shall flotify the Department of
Health, Health Facilifies Division of any aother
unusual incident or @vent which substantially
interferes with a resilent's health, welfare, living
arrangement, well bging or in any othar way
places the resident i‘ risk. Such notification shal
be made by telepho 1e immediately and shall be
followed up by wn'ttaj notification within
twenty-four (24) hou or the next work day.

1 206

- 1227

3510.5 ()

dcally expired wij] re
1508, _

1379

specific basis. Staff for

See he attached <opics of CRP and 1irst aig
certifications for the stafy eited. MTS trains these

w_hom certification has
Cetve updated training by...6-

ot
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This Statute is notj
Based on record re_'
failed to ensure Its {f

gt as evidenceq by:

cident Management System
Policy and Procedupes were followed with
regards to incident feporting services of law
enforcement or emgrgency persennel by a staif
for three of the threg residents in the facil ity.
(Resident #1) -

1. Review of the ingident reports on April 23,
2008, at 4:30 PM relealed an incldent that
occurred on July 19} 2007 that documented
Residents #1 and #3J were on a community outing
iported that staff was
esidents in the head and

g. The Incident was
Inistration on July 20, 2007,
however the incidenf was not reported to th

,gust 4, 2007. o

2 Review of the in qdent reports on April 23,
2008, at 4:30 PM reWealed an incident that
occurred on March 12, 2008 that decumented
Resident #2 was on Hiscovered missing from the
facility. The incidenflwas not reported to the state
agency until March 45, 2008.

The Issues of untimdly reporting of ineidents to
the state agency wa discussed_ at the exit
conference on April 25, 2008 at 11:00 AM..

1 3. Review of the inc
2008, at 4:30 PM revealed an incident that
accurred on May 13,/2007 that documented
Resident #1 fell and gustained a"small" abraision

ent reports an April 23,

FORM APPROVED
STATEMENT UF DEFCIENCIES (X1} PROVIDER/SUPPLIERIGLIA {X2) MULTIPLE CONSTRUCTION {x3) gg&g I_SéJTF’EE\[’)EY
AND PLAN OF CORREGTION il IDENTIFICATION NUMBER:
A BUILDING
09G074 5. NG 04/25/2008
NAME OF PROVIDER OR SUPPLIER || STREET ADDRESS, CITY, STATE. ZIP CODE
f _ 4012 LEE STREET, NE
MTs WASHINGTON, DC 20019
; » PROVIDER'S PLAN OF CORRECTION *5)
o H DB IR ey O DEFICIENCIES o EACH CORRECTIVE ACTION SHOULD BE COMPLETE
PREFX (EACH DEFICIENCY| MUST BE PREGEDED 8Y FULL PREFIX ) { Py s
TAEE REGULATORY OR LEC IDENTIFYING INFORMATION) TAG cnoss-narsnegggg l'zrig (':r%E APFR)
1379 Continued From pae 8 1379 .
pa‘é 3515.10
MTS’® management team which includes the President,
Executive Director, QA/Special Projects Corporate

Consultant, IMC/Corporate Consultant and Director of
Nursing discussed this issue at lenpth in the May 217
monthly team meeting and using this survey as
evidence of the issue, Improvement in terms of timely
notifications has been noted avera(] but some
problems persist as outlined by the IMC. To insure
that the IMC is immediately notified when incidents
occur so that she can in tum jnsurce timely potifications
of other relevant parties including HRA, MTS’
incident management pracedure will be modified. The
QMRP of Lee and cach home will be made
responsible for insuring that the IMC is notificd
immediately when incidents pecur as opposed to
delegating this respousibllity to line stafF as in the

" pust. The RN will he responsible for notifying the PCP

when issues involve physical healdh, Modifications in
the existing guidelines, nctification and training of the
relevan( staff and implementation of the new process
will be completed by...6-10-08.

The RN i question for isuue #3 has been re trained by
the Diregtor-of Health wo insure that she understands
that she rmust continue to use optians 1o contact (e
PCP unti! reached when medicnl concems must be
communicated. The nurse in question admils not going
beyond the initial phone call to the PCP when she
found thc message box to be full, Other methods for
teaching the PCP have beaq communicated and
disgsaminated altbough this is an isolated incidont and
not an ongoing problers, .. 53008
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| FORM APPROVED
STATEMENT OF DEFICIE DATE SURVEY
AND P i L F:’-RE%%%'ES 1) l;ggﬂgmgipkl‘ﬂzﬁ%% (X2) MULTIPLE CONSTRUCTION x3) DATE SURVE
‘ A BUILDING
0ec074 5. WING 04/25/2008 .
NAME OF PROVIDER QR SUPPLIER ¢ STREET ADDRESS, CITY, STATE, ZIP CODE
MTS 4012 LEE STREET, NE
WASHINGTON, DC 20019
4 ID SUMMARY ST _, MENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (x%)
PREEIX (EACH DEFICIENCYRMUST BE PRECEDED BY FULL BREFIX (EACH CORRECT|VE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR L[ IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPRUOFRIATE DATE
] DEFICIENCY)
1379 | Continued From page 9 | 379
to his right arm. Theg incident futher indicated that
first aide was providied, Review of the nursing
notes on April 24, 2808 at 2:30 PM reflected a
note, dated June 1, RO07 that documented the
resident was taken fb the e